Results
The findings are shown in the histograms (Figs 2 & 3) . In the majority of normal eyes the value of kca is close to 0 4 %, but in most of the affected eyes the value was considerably higher. On average the transfer coefficient in the affected eyes was increased by 40 % over that in the control eye of the same patient. Some eyes were receiving treatment, either with idoxuridine, or with idoxuridine and local steroids, but it was not possible to detect any significant difference in the results which might be attributed to the treatment. Owing to swelling of the stroma in an affected eye it contains more fluorescein, for a given fluorescein concentration, than the normal fellow control eye; therefore for a given value of kca a greater total amount of the dye would have passed through the endothelium in a given time. That is, the permeability of the affected cornea would have been still more increased than the increment in the transfer coefficient had suggested.
A number of possibilities could account for this finding of increased endothelial permeability in stromal keratitis: (1) The endothelium may have been affected by the virus, or by products of the virus, or by an antigen-antibody reaction, or by another reaction of the cornea to the infection or to the treatment. (2) The increase in permeability may be due to an effect on the endothelial cells, or on the intercellular pores or on Descemet's membrane. (3) The augmented permeability may allow fluid from the anterior chamber to enter the stroma in excess, resulting in corneal cedema causing separation of the lamellk which in turn might allow the characteristic cellular infiltration. (4) The microstructure of the cornea may permit accumulation of fluid in the deepest and the most superficial layers of the stroma, for this is where cellular infiltration is most frequently seen. In fact, one may ask whether increased permeability of the corneal endothelium is responsible for the whole morphological picture of disciform keratitis.
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Methods
Subjects were contacted through glaucoma patients who had attended the Institute of Ophthalmology. On the first visit the fundi, especially the discs, were examined, a slit-lamp examination was made, Goldmann applanation tensions were recorded and gonioscopy was carried out. If suspicious discs, tension over 20 mm in one or both eyes, or angles suspected of predisposing to angle closure were found the patient was regarded as a glaucoma suspect and at a second visit refraction, central fields, tonography as well as phasings, darkroom and mydriatic tests were carried out as indicated. These subjects are being followed up at sixmonthly or yearly intervals. 
Results
The results are presented in Table 1 .
Discussion ofResults
Angle closure glaucoma: Fifty subjects were examined and 3 cases of unsuspected glaucoma found, a 6% incidence which was surprisingly high. Two were cases of chronic closed angle and one of subacute angle closure glaucoma.
Open angle glaucoma: One hundred and twentysix subjects were examined and 5 cases (4 %) were diagnosed. Three had tensions in the pathological range with cupped discs, one had pigmentary glaucoma and one was probably a case of low-tension glaucoma.
A lower incidence of suspects was found in the present survey than in those of Miller & Paterson (1962) and of Becker et al. (1960) where tonography was used to distinguish suspects from normals, but the number of confirmed glaucoma cases was similar ( Table 2 ).
The present group included relatives of patients with low-tension glaucoma (12 examined), glaucoma capsulare (2 examined) and pigmentary glaucoma (1 examined). The results are tabulated in Table 3 and the three categories will be discussed separately.
Low-tension glaucoma: One member of this group had pathologically cupped discs and arcuate scotomata in both eyes. His tensions, inclusive of inpatient phasing, have been within normal limits. He is probably suffering from low-tension glaucoma, as is his sister. It is interesting to note that his mother and aunt had chronic glaucoma.
The results of the investigations of the low tension group with the remainder of the open angle group are compared in Table 4 . Both groups show a high incidence of borderline tensions although the numbers are small. The high incidence of suspicious discs may indicate a tendency to discs which do not tolerate a given pressure. The findings suggest that the two conditions are related and this is supported by their incidence mentioned above, in the same family. Waardenburg et al. (1961) report other instances of this.
Glaucoma capsulare: Two subjects were examined, the first being a sibling of the index patient and he also had bilateral pseudo-exfoliation with moderate pigment deposits in his angles. The tension in his right eye was borderline and consistently 4 mm higher than in the left. His sister also had pseudo-exfoliation with borderline tensions and normal discs.
The second patient had early pigmentary glaucoma and was the 30-year-old son of the index patient, but unlike his hypermetropic mother he was myopic with marked pigment deposits in his angle but no signs of pseudoexfoliation; tensions were: right 27 mm, left 21 mm. Tarkkanen (1962) found that the amount of pigment in angles of patients with pseudoexfoliation was directly related to the likelihood of having open angle glaucoma. He also reported a 12 % incidence of open angle glaucoma in close relatives of patients with pseudo-exfoliation and glaucoma. Tarkkanen (1965) reviewed 45 patients with bilateral open angle glaucoma but unilateral pseudo-exfoliation, and showed that the eye with pseudo-exfoliation fared worse.
Pigmentary glaucoma: One subject, the mother of the index patient, was examined; both had myopic right eyes with tension consistently higher than in the emmetropic left eyes. The mother's tensions were borderline in the left eye and PO/C ratios were 200 in the right eye and 114 in the left. There were slight pigment deposits in the angles. After treatment of the left eye with dexamethasone 0-1 % eyedrops twice daily for three weeks there was a rise in pressure of 12 mm. The discs were suspicious but there were no definite field defects. Open angle glaucoma was suspected. Becker & Podos (1966) record instances of open angle glaucoma, pigmentary glaucoma, Krukenberg's spindles and glaucoma suspects occurring in the same family.
Conclusions
Evidence is presented showing a connexion between: (1) Open-angle glaucoma and lowtension glaucoma. (2) Glaucoma capsulare and pigmentary glaucoma. (3) Pigmentary glaucoma and open-angle glaucoma. An explanation for these connexions would be a genetically determined tendency to glaucoma common to all the conditions mentioned above. With the introduction of the artificial kidney, peritoneal dialysis and transplantation of the kidney, a new problem, the visual prognosis in renal failure, faces the ophthalmologist.
When seen in the acute stage of renal failure, the first symptom reported by the patient is sometimes a deterioration of vision. From this it is not difficult to make a diagnosis of renal retinopathy and the patient is referred to the appropriate medical team. The team may, however, have difficult questions to put to the ophthalmologist. For example: What is the visual prognosis for this patient? In view of his occupation is it reasonable to dialyse the patient in the acute phase of the illness? Alternatively, is it justifiable for him to take up a place in the chronic dialysis unit, or to have a mini-kidney that he can work himself at home, or should he be considered for a cadaver graft?
The following cases illustrate these problems: Three weeks after admission he had recovered to an extent where he could walk round the ward, being maintained on peritoneal dialysis each night. During this time there was an increase in the size and number of himorrhages in his fundi, and a very guarded prognosis about his future visual function, which at this time was N. 48, was given. Six weeks after admission his fundi showed no decrease in the soft white exudates and an increase in hemorrhages, and two weeks after this he died in (left-sided) cardiac failure.
Case 2 MrAK, aged 28 A known case of Marfan's syndrome with severe hypertension due to renal damage. His fundi were similar to those of Case 1. He also had large lower serous detachments and very cedematous fundi with soft exudates but no himorrhages.
On admission: Blood pressure 220/140; blood urea 530 mg/100 ml. Treatment: Peritoneal dialysis was commenced and blood urea rapidly returned to normal; blood pressure was controlled on methyldopa. Renal biopsy showed chronic glomerulonephritis with what was assumed to be nonfunctioning kidneys. He was considered unsuitable for sending to a chronic dialysis centre in view of the scarcity of places available and his known disabilities.
On Christmas Eve dialysis was discontinued but by New Year's Eve he was producing considerable quantities of urine. Blood urea was reduced to 34 mg/100 ml and the appearances of his fundi had improved.
